Clinical Quality and the Patient-Centered Medical Home
Despite widespread adoption of the patient-centered medical home (PCMH) model, it is unknown which components are most related to clinical quality. 1, 2 We sought to assess the association between elements of the PCMH model and clinical quality in the Veterans Health Administration's (VHA's) national PCMH initiative, the Patient Aligned Care Team (PACT) program.
Methods | In a patient-level observational study, we included veterans who received primary care from fiscal year 2012 to 2014 and had their medical records abstracted by an independent, external contractor for the External Peer Review Program (n = 422 125). 3 We used External Peer Review Program data for 48 clinical quality measures for chronic disease management and disease prevention that are comparable to Healthcare Effectiveness Data and Information Set measures. We gauged clinic-level PCMH implementation in 2012 for 909 clinics using the PACT implementation Progress Index (Pi 2 ), which includes 8 core components (access, continuity, care coordination, comprehensiveness, self-management support, patient-centered care and communication, shared decision making, and team-based care). 4 We modeled the association (2010, n = 4087; 2013, n = 6036; and 2015 , n = 5989). b Model 2 includes an interaction term for survey year and age and adjusts for race/ethnicity, educational attainment, having a usual source of care, visiting a primary care physician in the past year, insurance type, and US geographic region. Only men with complete data on these factors were included in the model. There were 16 112 men included in the adjusted analysis (2010, n = 4087; 2013, n = 6036; 2015, n = 5989) .
between quartile of the Pi 2 component and the 48 clinical quality indicators using generalized estimating equations for binary outcomes (modeled jointly), accounting for withinpatient correlation across quality measures and adjusting for multiple comparisons. 5, 6 We calculated mean marginal effects to report differences in the probability of meeting clinical quality between the highest-and lowest-quartile Pi 2 component scores. To estimate the full adoption of PACT throughout the VHA, we calculated the number of patients who would have met each quality measure if they had been cared for in high-Pi 2 clinics, given model results, and the number of patients in the VHA primary care population eligible for each measure in the low-and medium-Pi 2 clinics in 2014. The evaluation efforts are part of an going quality improvement effort at the VHA and are not considered research activity; they are thus not subject to institutional review board review or waiver. (Figure) . When extrapolated to the entire VHA primary care population of 5.4 million patients, 310 468 additional high-quality care services could have been delivered if all clinics performed similarly to highquartile clinics for care coordination. We calculated similar potential effects on quality metrics for access (n = 258 999), continuity (n = 253 816), and communication (n = 285 193).
Discussion | Although all components of the PCMH model contributed to better performance on clinical quality indicators, those with the strongest association were care coordination, continuity, access, and communication. When we applied the probabilities to the full primary care population, substantially more high-quality care services would have been delivered if adoption of PACT at all clinics was commensurate with the high-quartile clinics. If these differences were sustained over time, the health benefits accruing to the population would be sizable. The strengths of our study include a broad range of process and outcome clinical quality measures for a large and diverse patient population served by primary care clinics varying in size and geographic location.
Limitations. This study has several limitations. This was an associational study that does not permit causal inference, and confounding cannot be excluded. Clinical quality at baseline was high, potentially obscuring improvements attributable to PCMH components.
Conclusions | We found that higher performance on each Pi 2 component favored improved clinical quality. This was especially true for continuity, access, care coordination, and communication, which are hallmarks of effective primary care practice. Initiatives to improve primary care should focus on these important domains. 
Association of Statin Use With Risk of Back Disorder Diagnoses
Back pain results in tremendous disability and cost; therefore, understanding predisposing or protective factors deserves attention. Statins are widely used, but there is no consensus on whether statins are protective 1 of or deleterious [2] [3] [4] to musculoskeletal conditions. A previously published propensity score (PS)-matched study of statin users and nonusers found an association between statin use and increased risk of use-related injury and arthropathies. 2 Scarce data exist on the association of statins with back pain. 3, 4 Because statins may increase vulnerability to myalgias and contribute to the myopathic component often experienced with back pain, the objective of this study was to examine the association of statin use with the risk of back disorder diagnoses. Our a priori hypothesis was that statin use would be associated with back disorders, including spondylosis and intervertebral disc disorders.
Methods | We retrieved health care data for patients enrolled in TRICARE, the health insurance system of the US Department of Defense, in the San Antonio military area from October 1, 2003 , to March 1, 2012 Inclusion criteria were being older than 30 years and having at least 1 medical encounter during the baseline period (2 years before the index date) and the follow-up period (starting 90 days after the index date through March 1, 2012, except for nonusers who were subsequently prescribed statins and for whom follow-up was censored at the date they filled their statin prescription).
5
Two treatment groups were identified: (1) statin users who recently received a first-time prescription for a statin and continued its use for 120 days or more and (2) statin nonusers who never used statins as well as statin users prior to being prescribed statins.
5 Prevalent statin users were excluded. This study was approved by the institutional review boards of Brooke Army Medical Center and the VA North Texas Health System. Patient informed consent was waived by both institutional review boards because the data were deidentified before being forwarded to the investigators. We created a PS using 115 baseline characteristics and matched treatment groups in a 1:1 ratio for the nearest neighbor (caliper of 0.01).
Primary analyses used conditional logistic regression analysis to examine the odds ratio (OR) of outcomes in the PS-matched cohort. We also calculated the number needed to harm. 
